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The  term  gastroptosis  is  used  by  some  writers  to 
indicate  those  cases  of  abdominal  ptosis  in  which 
the  most  prominent  symptoms  are  due  to  the  dis- 
placed stomach,  while  others  make  it  synonymous 
with  splanchnoptosis  and  enteroptosis. 

It  is  in  the  former  sense  that  it  is  used  in  this 
paper,  although  the  treatment  in  general  is  appli- 
cable to  all  cases  of  splanchnoptosis. 

In  the  time  allotted  to  this  paper,  it  is  not  possible 
to  consider  the  etiology  of  this  troublesome  condi- 
tion or  to  deal  exhaustively  with  the  treatment.  It 
is  therefore  my  purpose  to  refer  briefly  to  personal 
experiences,  hoping  that  the  discussion  will  bring 
out  points  which  will  be  helpful  to  all  of  us. 

That  the  methods  are  not  entirely  satisfactory  is 
shown  by  the  frequent  return  of  symptoms  even  af- 
ter thorough  and  careful  treatment.  This  is  in  part 
due  to  the  nature  of  the  disease,  for  there  is  a con- 
stant tendency  to  recurrence. 

The  general  indications  for  treatment  are  to  im- 
prove the  nutrition  and  build  up  the  nervous  sys- 
tem, overcome  auto-intoxication,  and  restore  to  the 
organs  their  normal  functions;  and  this  is  best 
brought  about  by  replacing  displaced  viscera  and 
maintaining  them  in  their  normal  position  by  me- 
chanical support  until  increased  weight  and  nerve 
and  muscle  tone  take  place. 

For  convenience,  these  cases  are  classified  as 
those  suited  for  ambulatory  treatment,  those  requir- 
ing rest  in  bed,  and  those  requiring  surgical  treat- 
ment. 

In  the  first  class,  we  are  obliged  to  place  most 
dispensary  patients  and  many  of  our  private  pa- 
tients who  must  follow  their  vocations  without  in- 
terruption, or  who  have  not  advanced  to  a stage  of 
deterioration  justifying  the  more  rigid  treatment. 

When  such  a patient  seeks  advice,  the  various 
available  therapeutic  resources  are  considered,  and 
from  them  are  chosen  those  that  seem  desirable. 

First  comes  diet,  then  mechanical  support,  rest, 
massage,  exercise,  hydrotherapy,  electricity  and 
drug  treatment. 


The  diet  must  be  varied  somewhat,  depending 
upon  the  abnormalities  of  gastric  secretion  and  the 
degree  of  motor  insufficiency,  but  for  the  majority 
of  cases  the  following  diet,  which  is  a slight  modi- 
fication of  Lockwood  s table,  is  quite  satisfactory. 

Breakfast,  8 a.  m.  Cocoa,  cereal  with  cream  and 
sugar,  chopped  beef  with  toast,  or  soft-boiled  eggs, 
roll,  butter  and  a little  marmalade. 

11.30,  crackers  with  some  preparation  of  fer- 
mented milk  (lactic  acid). 

I p.  m.,  lunch.  Fish  or  chicken  or  bird,  bread 
and  butter,  one  starchy  and  one  green  vegetable, 
farinaceous  dessert  such  as  cornstarch,  farina  or 
rice  pudding,  glass  of  milk. 

4.30,  a sandwich,  or  the  remains  of  the  farina- 
ceous pudding,  or  junket  or  malted  milk. 

7 p.  m.,  a meal  like  that  at  i o’clock. 

9.30,  a meal  like  that  at  4.30. 

Throughout  the  day  the  patient  takes  one-half 
pint  of  rich  cream.  This  may  be  mixed  with  the 
food  in  any  way  that  is  considered  desirable.  No 
fruit  is  allowed  and  no  red  meat,  except  that  pre- 
scribed for  breakfast. 

As  soon  as  the  patient  is  able  to  take  this  without 
discomfort,  the  caloric  value  of  the  diet  is  increased 
by  using  more  cream  and  butter.  After  six  or  eight 
weeks,  it  is  usually  found  necessary  to  modify  our 
method. 

Some  form  of  abdominal  supporter  is  recom- 
mended. If  we  are  dealing  with  a flat  or  retracted 
abdomen,  the  adhesive  plaster  belt  (either  that  of 
Achilles  Rose  or  one  of  its  modifications)  is  ap- 
plied. 

If  the  abdomen  is  pendulous  or  prominent,  an 
ordinary  elastic  belt  will  suffice.  In  either  case  care 
IS  taken  to  apply  it  in  such  a way  that  the  line  of 
maximum  pressure  is  just  above  Poupart’s  liga- 
ment and  the  iliac  crests.  W^hen  properly  adjusted, 
it  is  interesting  to  note  the  improvement  in  appe- 
tite and  the  digestion  and  the  slowing  of  pulse  rate. 

Before  breakfast  or  before  the  forenoon  lunch, 
a spinal  and  abdominal  spray  of  hot  and  then  cold 


water  is  given,  followed  by  a brisk  rubbing,  except 
in  those  cases  wearing  the  adhesive  plaster  belt. 

Exercise  is  not  allowed  in  the  beginning,  but  after 
a few  weeks  is  found  helpful.  Special  exercises  are 
ordered  to  develop  and  strengthen  the  abdominal 
muscles.  It  is  not  necessary  to  describe  these  in 
detail,  but  those  who  are  interested  will  find  tlte 
little  “Manual  of  Exercises”  written  by  Muller  very 
useful. 

Intragastric  electricity  and  the  high  frequency 
current  do  good  in  many  cases,  but  whether  through 
psychic  effect  or  because  of  general  tonic  proper- 
ties, I have  not  been  able  to  determine. 

The  drug  treatment  is  symptomatic  and  simple. 
The  patients  are  examined  frequently,  and  as  soon 
as  they  show  symptoms  of  indigestion,  evidenced 
by  bad  breath,  eructations,  gaseous  distension,  in- 
dicanuriaf  or  abdominal  discomfort,  it  is  controlled 
by  the  use  of  calomel,  castor  oil,  duodenal  irriga- 
tions (normal  saline),  colon  irrigations  (ichthyol 
solution  a drachm  to  the  quart),  lavage  (acid  sali- 
cylic gr.  20,  acid  boric  i dram,  water  i quart),  lactic 
acid  cultures,  intestinal  antiseptics,  or  perhaps  one 
of  the  vegetable  ferments. 

A tonic  is  usually  prescribed  unless  there  is  rea- 
son to  believe  that  it  will  interfere  with  digestion. 

Cases  in  which  the  vitality  is  not  too  much  im- 
paired usually  do  very  well  under  this  treatment, 
gaining  in  weight  and  vigor,  with  a corresponding 
improvement  in  subjective  symptoms.  Some  pa- 
tients are  not  able  to  follow  this  regime  even  in  a 
modified  form,  as  they  quickly  develop  indigestion, 
which  leaves  them  worse  than  when  they  started. 

One  learns  by  experience  to  determine  with  a 
fair  degree  of  accuracy  the  cases  that  are  apt  to  go 
wrong,  and  for  these  it  is  customary  to  combine 
with  forced  feeding,  a rigid  rest  cure  under  the 
daily  supervision  of  the  physician  and,  when  pos- 
sible, aided  by  a nurse  who  has  been  especially 
trained  for  this  work. 

These  patients  do  better  if  taken  away  from  their 
friends  and  placed  in  an  institution  where  the  en- 
vironment is  cheerful  and  the  food  is  specially  pre- 
pared for  the  individual  case.  Under  these  condi- 
tions, the  caloric  method  of  feeding  is  used.  A lib- 
eral diet  is  prescribed  unless  limited  by  abnormali- 
ties of  gastric  secretion,  but  we  rule  out  soups  and 
broths,  fruits  and  berries,  most  of  the  green  vege- 
tables, the  starchy  vegetables  which  are  particularly 
prone  to  ferment,  fresh  breads,  the  meats  which  are 


most  difficult  of  digestion,  rich  desserts,  and  usually 
alcoholic  stimulants. 

Eor  the  first  three  or  four  days,  they  are  kept 
on  a very  light  diet  and  are  given  calomel,  salines, 
castor  oil  or  colon  irrigations,  after  which  they  are 
started  on  about  i,8oo  calories  daily,  quickly  in- 
creasing to  2,400  or  3,000  calories. 

In  the  majority  of  cases  3,000  calories  is  then 
made  the  minimum  amount,  and  from  day  to  day 
the  diet  is  increased,  as  the  condition  of  the  patient 
indicates.  Some  days  5,000  to  6,000  calories  will 
be  given,  perhaps  to  drop  back  the  following  day 
because  of  abdominal  distention  or  other  symptoms 
of  indigestion. 

Without  special  instructions,  in  order  to  get  the 
number  of  heat  units  prescribed,  the  patients  take 
liberally  such  foods  as  bread,  butter,  rice,  cereals, 
cream,  bacon  and  olive  oil,  as  otherwise  they  find 
it  difficult  to  obtain  the  proper  number  of  heat  units. 

The  need  of  medication  increases  with  the  in- 
creased quantity  of  food,  but,  by  careful  watching, 
the  diet  can  be  forced  for  some  time  without  trou- 
ble, so  that  it  is  not  uncommon  to  have  the  pa- 
tients gain  a pound  or  more  daily. 

The  various  therapeutic  resources  mentioned 
above  are  used  and,  in  addition,  massage  is  recom- 
mended, particular  attention  being  given  to  the  ab- 
domen. 

Hot  compresses  or  poultices  applied  over  the  ab- 
domen during  the  active  stage  of  digestion  increase 
abdominal  circulation  and  diminish  discomfort. 

Hypodermics  of  some  soluble  form  of  iron  or 
glycerophosphates  are  given. 

It  is  seldom  necessary  to  continue  this  regime 
for  more  than  four  to  six  weeks. 

Following  a course  of  treatment,  it  is  advisable 
to  keep  the  patients  under  observation  for  a long 
time,  as  they  are  apt  to  relapse  as  a result  of  work, 
worry  and  dietetic  errors. 

Occasionally  in  stubborn  or  relapsing  cases,  we 
have  to  consider  the  advisability  of  surgical  treat- 
ment. The  operation  of  gastropexy  has  its  legiti- 
mate field  of  usefulness  and  some  remarkable  re- 
sults have  been  obtained  by  this  method  of  treat- 
ment. 

Special  operations  have  been  described  by: 

Duret  (suture  of  the  stomach  to  the  abdominal 
wall). 

Davis  (suture  of  the  lesser  omentum  to  the  par- 
ietal peritoneum). 


GENERAL  DIET  TABLE  INDICATING  FOODS  PRESCRIBED  AND  THEIR  COMBINATION  IN  CALORIC  METHOD  OF  FEEDING.  Sample  Diet. 
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Fig.  1.  Radiograph  of  the  stomach  before  operation  taken  in  the  recumbent  position.  In  the  erect  posture  the  lower  border 

the  stomach  disappears  below  the  brim  of  the  pelvis. 


Rovsing  (suture  of  the  stomach  to  the  parietal 
peritoneum). 

Hartman  (suture  of  the  pylorus  to  the  abdominal 
wall  after  plication  of  the  gastrohepatic  omentum). 

Coffey  (suture  of  the  greater  omentum  to  the 
abdominal  wall  below  the  colon). 

Webster  (approximation  of  the  recti-muscles). 

Beyea  and  Bier. 

The  two  last  named  surgeons  shorten  the  gastro- 
hepatic and  gastrophrenic  ligaments,  the  difference 
consisting  only  in  a variation  of  the  method  of  ap- 
plying sutures.  Their  technic  seems  the  most  satis- 
factory, as  it  does  not  create  an  abnormal  fixed 
point. 

Beyea’s  original  article,  published  in  the  Phila- 
delphia Medical  Journal,  1901,  i,  p.  257,  is  worthy 
of  study.  He  reports  three  cases  of  his  own  and 
four  operated  on  by  Bier.  In  summing  up  his  pa- 
per Beyea  says:  “The  completeness  of  the  relief 

and  to  my  mind  the  extraordinary  restoration  to 
health  of  these  seven  patients,  who  had  suffered 
for  years,  the  simplicity  of  the  operation  (which 
restores  the  stomach  to  normal  position  by  short- 
ening of  its  natural  ligaments  without  removal  of 
tissue  or  formation  of  abnormal  adhesions),  and 
the  fact  that  it  is  practically  free  from  danger  (es- 
timated at  one-quarter  of  one  per  cent.)  must 
strongly  recommend  this  operation,  at  least,  in  every 
case  of  gastroptosis  in  which  the  suffering  is  great. 
The  mechanical  treatments  at  best  procure  only  par- 
tial relief  of  symptoms,  but  do  not  restore  the  po- 
sition of  the  stomach  (the  cause  of  the  illness)  and 
entail  constant  treatment,  diet  and  wearing  of  cum- 
bersome bandages,  while  the  operation  promises  at 
once  to  completely  and  permanently  restore  the  pa- 
tients to  health.” 

It  does  not  seem  wise  to  accept  unreservedly  his 
fascinating  conclusions,  for  certainly  the  cases  of 
moderate  gastroptosis  do  very  well  on  the  treat- 
ment outlined  above  and,  moreover,  there  are  cases 
in  which,  owing  to  faulty  development  of  the  lower 
I thoracic  region,  the  liver  occupies  the  upper  abdo- 
men almost  completely,  forcing  the  stomach  down- 
ward. 

In  one  of  my  cases  it  was  impossible  to  improve 
the  position  of  the  stomach  and  the  patient  appears 
to  have  been  made  worse  by  operation. 

The  case  which  I take  the  liberty  of  presenting 
shows  in  a typical  way  the  benefit  sometimes  de- 


rived from  the  Beyea  operation.  Her  history  is  as 
follows : 

Annie  C.,  married,  aged  fifty-six,  Irish,  house- 
wife, presented  herself  for  treatment  in  Novem- 
ber, 1908. 

Family  History : Mother  .died  at  thirty-seven  of 
Bright’s  disease.  Father  died  at  thirty-eight  of  con- 
sumption. 

Previous  History : Patient  has  had  five  healthy 

children,  one  miscarriage,  one  stillbirth.  Labors 
were  normal  and  not  unduly  difficult.  Menses  reg- 
ular until  menopause  at  age  of  fifty.  Fourteen 
years  ago,  she  developed  acute  articular  rheuma- 
tism. She  was  given  very  strong  medicine,  which 
affected  digestion  and  was  followed  by  diarrhea 
which  lasted  for  several  months.  She  has  been  an 
excessive  user  of  tea  and  a moderate  consumer  of 
alcohol.  Two  years  ago,  she  was  operated  on  for 
rectal  prolapse,  but  with  only  temporary  relief  of 
constipation,  for  which  it  was  performed. 

Present  Condition:  Her  illness  began  five 

years  ago  with  diarrhea,  which  lasted  from  four 
to  six  weeks,  and  when  that  was  checked,  she 
commenced  to  belch  gas  and  became  very  much 
constipated.  She  had  no  pain  and  no  vomiting,  but 
her  appetite  was  poor  and  she  gradually  lost  flerh. 
She  felt  bloated,  heavy  and  drowsy  after  meals, 
had  a great  deal  of  gas  in  the  stomach  and  bowels, 
and  frequently  passed  large  quantities  of  mucus. 
She  was  nervous,  could  not  sleep,  had  vertigo  and 
severe  palpitation  (often  so  bad  that  she  thought 
she  was  dying),  became  melancholic  and  had 
thoughts  of  suicide. 

Five  years  ago  she  weighed  150  pounds.  At  the 
time  of  my  first  examination  her  weight  was  103 
pounds. 

Physical  Examination:  General  condition  poor. 

Tongue  moist,  coated ; teeth,  Rigg’s  disease.  Heart, 
some  hypertropy,  over-acting.  Lungs,  negative. 
Liver,  very  slightly  prolapsed.  Spleen,  normal. 
Right  kidney,  palpable  and  movable. 

The  stomach  extended  from  the  eighth  rib  to 
two  fingers  breadth  above  the  pubes,  the  position 
being  a combination  of  true  gastroptosis  and  lateral 
displacement. 

Test  Meal : Mucus,  considerable.  Expressed 

contents,  50  c.c.  Residual  contents,  150  c.c.  Free 
hydrochloric  acid,  42.  Total  acidity,  74.  Organic 
acids,  trace  of  butyric.  Starch  digestion,  dimin- 
ished. Duration  test,  positive.  Water  test,  posi- 


tive.  Fasting  test  showed  slight  solid  food  residue. 

Examination  of  urine:  Sp.  gr.,  1,030,  amber, 

acid.  Albumin,  trace.  Sugar,  none.  Casts,  absent. 

The  usual  routine  treatment  was  undertaken,  the 
stomach  being  washed  out  to  get  rid  of  mucus  and 
products  of  fermentation,  and  alkalies  and  bella- 
donna were  given  for  the  acid  condition. 


Five-inch  incision  to  the  left  of  the  median  line.  . 
Stomach  exposed  and  found  in  the  position  de- 
scribed above,  the  transverse  colon  being  crowded 
down  below  it  into  the  left  iliac  fossa.  The  gastro- 
hepatic  omentum  was  atrophied  so  that  it  had  the  ^ 
appearance  of  a thin  veil.  ' 

Patient  was  placed  in  Trendelenburg  position,  the  , 


It  was  found  impossible  to  increase  the  diet  up 
to  the  needs  of  nutrition,  as  every  such  attempt  re- 
sulted in  increased  fermentation,  belching  of  gas 
and  diarrhea. 

For  two  years  the  patient  was  seen  at  intervals, 
gradually  losing  flesh  until  she  weighed  86  pounds. 

She  entered  Gouverneur  Hospital  in  July,  1910, 
and  on  the  i6th  of  that  month,  I performed  a modi- 
fied Beyea  operation.  The  notes  of  the  operation 
are  as  follows : 


liver  retracted  upwards,  and  several  rows  of  No.  2 
chromic  catgut  sutures  were  inserted,  catching  the 
serous  coat  of  the  stomach  and  puckering  the  omen-  | 
turn  above,  until  the  stomach  was  drawn  well  up 
under  the  liver,  after  which  the  abdomen  was  closed  , 

without  drainage.  ' 

The  x-ray  pictures  show  the  position  of  the  ; 

stomach  before  and  after  operation.  ^ 

Convalescence  was  uneventful,  and  on  July  271  , 

the  patient  reported  that  she  was  passing  well- 


formed  stools  which  she  had  not  done  before  for 

years.  She  was  discharged  from  hospital  August 
3rd,  free  from  all  symptoms.  Her  appetite  was 
good,  and  she  was  gaining  in  weight. 

On  February  20,  1912,  examination  shows  that 
she  weighs  142  pounds  (a  gain  of  56  pounds). 

Analysis  of  stomach  contents:  Mucus,  moder- 

ate amount.  Total  acidity,  68.  Free  HCl,  26. 

Urine:  Yellow,  alkaline,  sp.  gr.,  i,oi2.  Albu- 

min, trace.  Sugar,  none.  Indican,  trace.  Casts, 
none. 

I 

There  has  been  no  return  of  symptoms  and  she 
is  engaged  in  active  work  (a  cleaning  woman). 

Not  the  least  interesting  of  the  results  is  the  com- 
plete relief  of  the  mucous  colitis  and  restoration 
of  normal  heart  action. 

t[P.S.  Dr.  A.  Robin,  International  Medical  Mag- 
azine, December,  1900,  described  an  approximate 
quantitative  test  for  indican  which  is  useful,  simple 
and  sufficiently  accurate.  It  is  as  follows: 

Prepare  the  following  solution : 

1.  Obermeyer’s  reagent — Ferric  chloride,  2 gm., 
hydrochloric  acid  C.  P.,  1000  c.c. 

2.  Solution  of  lead  acetate  25  per  cent. 


3.  Solution  of  potassium  chlorate,  containing  i 
per  cent,  available  chlorine,  or  34.6  gm.  of  the  salt 
per  liter. 

To  10  c.c.  of  urine  add  i c.c  of  lead  acetate  so- 
lution and  filter  through  a double  filter. 

Put  5 c.c.  of  the  filtrate  into  a test  tube,  add  5 c.c. 
of  Obermeyer’s  reagent  and  2 c.c.  of  chloroform, 
and  invert  the  test  tube  about  ten  times  or  until  the 
color  of  chloroform  ceases  to  become  more  intense. 
The  latter  will  assume  a violet  or  blue  color  accord- 
ing to  the  amount  of  indican  present. 

Add  from  a dropper  the  potassium  chlorate  so- 
lution drop  by  drop,  shaking  the  mixture  after  each 
addition,  until  the  blue  color  of  the  chloroform  dis- 
appears. 

The  potassium  chlorate  liberates  chlorine  in  the 
presence  of  a strong  mineral  acid  and  oxidizes  the 
indigo  formed  by  the  addition  of  Obermeyer’s  re- 
agent. 

If  the  amount  of  indican  is  normal,  one  or  two 
drops  will  cause  decoloration. 

In  making  your  memorandum,  mark  down : decol- 
orized by  X drops  KCI03  solution. 

This  test  has  been  found  so  helpful  that  it  has 
been  given  in  detail.] 


Read  before  the  Polyclinic  Clinical  Society. 


